R612. Labor Commission, Industrial Accidents.
R612-2. Workers' Compensation Rules-Health Care Providers.
R612-2-3. Filings.

A. Within one week following the initial examination of an
industrial patient, nurse practicioners, physicians and
chiropractors shall file "Form 123 - Physicians' Initial Report"
with the carrier/self-insured employer, employee, and the
division. This form is to be completed in as much detail as
feasible. Special care should be used to make sure that the
employee's account of how the accident occurred is completely and
accurately reported. All questions are to be answered or marked
"N/A" 1if not applicable in each particular instance. All
addresses must include city, state, and zip code. If modified
employment in #29 is marked "yes," the remarks in #29 must reflect
the particular restrictions or limitations that apply, whether as

to activity or time per day or both. Estimated time loss must
also be given in #29. If "Findings of Examination" (#17) do not
correctly reflect the coding used in billing, a reduction of
payment may be made to reflect the proper coding. A physician,

chiropractor, or nurse practitioner 1s to report every initial
visit for which a bill is generated, including first aid, when a
worker reports that an injury or illness is work related. All
initial treatment, beyond first aid, that is provided by any
health care provider other than a physician, chiropractor, or
nurse practictioner must be countersigned by the supervising
physician and reported on Form 123 to the Industrial Accidents
Division and the insurance carrier or self-insured employer.

B. 1. Any medical provider billing under the restorative
services section of the Labor Commission's adopted Resource-Based
Relative Value Scale (RBRVS) or the Medical Fee Guidelines shall
file the Restorative Services Authorization (RSA) form with the
insurance <carrier or self-insured employer (payor) and the
division within ten days of the initial evaluation.

2. Upon receipt of the provider's RSA form, the payor has
ten days to respond, either authorizing a specified number of
visits or denying the request. No more than eight visits may be
incurred during the authorization process.

3. After the initial RSA form is filed with the payor and
the division, an updated RSA form must be filed for approval or
denial at least every six visits until a fixed state of recovery
has been achieved as evidenced by either subjective or objective
findings. If the medical provider has filed the RSA form per this
rule, the payor 1is responsible for payment, unless compensability
is denied by the payor. In the event the payor denies the entire
compensability of a claim, the payor shall so notify the claimant,
provider, and the division, after which the provider may then bill
the claimant.

4. Any denial of payment for treatment must be based on a
written medical opinion or medical information. The denial
notification shall include a copy of the written medical opinion
or information from which the denial was based. The payor is not
liable for payment of treatment after the provider, claimant, and
division have been notified in writing of the denial for



authorization to pay for treatment. The claimant may then become
responsible for payment.

5. Any dispute regarding authorization or denial for
treatment will be determined from the date the division received
the RSA form or notification of denial for payment of treatment.

6. The claimant may request a hearing before the Division of
Adjudication to resolve compensability or treatment issues.
7. Subjective objective assessment plan/procedure (SOAP

notes) or progress notes are to be sent to the payor in addition
to the RSA form.

8. Any medical provider Dbilling under the Restorative
Services Section of the RBRVS or the Commission's Medical Fee
Guidelines who fails to submit the required RSA form shall be
limited to payment of up to eight wvisits for a compensable claim.

The medical provider may not bill the patient or employer for any
remaining balances.

C. S.0.A.P. notes or progress reports of each visit are to
be sent to the payor by all medical practitioners substantiating
the care given, the need for further treatment, the date of the
next treatment, the progress of the patient, and the expected
return-to-work date. These reports must be sent with each bill
for the examination and treatment given to receive payment.
S.0.A.P. notes are not to be sent to the division unless
specifically requested.

D. "Form 110 - Release to Return to Work" must be mailed by
either the medical practitioner or carrier/employer to the
employee and the division within five calendar days of release.

E. The carrier/employer may request medical reports in
addition to regular progress reports. A charge may be made for
such additional reports, which charge should accurately reflect
the time and effort expended by the physician.
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